STUDY OF THE CHANGES in cancer rates in populations which have migrated may help to identify the responsible environmental agents. While the value of such studies is increasingly appreciated, relatively few have been published.
Among the countries of Europe, Poland has one of the largest populations of firstgeneration migrants living permanently abroad. Around 1960 there were about 750,000 Polish-born migrants in the U.S., 170,000 in Canada, 150,000 in South America and 60,000 in Australia (Staszewski et al., 1970) . In Europe, one of the larger Polish-born populations (some 105,000 in 1971) lived in England and Wales.
The purpose of this paper is to present the available data on cancer mnortality among Polish-born migrants in England and Wales, and to compare these data with those previously published for Polish-born migrants in the United States in 1 950 (Haenszel, 1961; Staszewski, 1974 Staszewski, , 1976  Staszewski & Haenszel, 1965 ) and 1959 -61 (Staszewski, 1974 1976) and in Australia in (Staszewski et al., 1971) .
MATERIAL AND METHODS
Age-specific mortality rates for Polish-born migrants in England and Wales are available in the Office of Population Censuses and Surveys (OPCS) (Haenszel, 1961 : Staszew-ski. 1974 Staszewski, 1976 : Staszewski & Haenszel. 1965 Staszewski et al., 1971) .
RESULTS
All sites ( Fig. 1 
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S E =, i ,: t e t t E r t a t : t E a t i t t~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~c Intestinal-tract cancer (Fig. 4) To decrease chance variation as well as the effects of possible differences in classification of lesions at the border of the colon In females the lung-cancer mortality rates were also lower in Poland than in England and Wales. At younger ages this difference was even more marked than for males. The rates for Polish migrants show marked variation due to small numbers, but appear to be closer to the high rates of the host country: the same has been observed for Polish-born Americans.
Breast cancer-females (Fig. 6 deficit in migrants at 60-64 years is noticeable.
Lymiphonmas (ICDI)N\os. 200-203, 208, 209) ( Fig. 8) Comparinig the rates for the 3 populations, the highest for each sex were observed in Polish migrants, being intermediate in England and WVales, and lowest, in Poland, the differences increasing with advancing age. In 1.950, Polish-borni American males and females had, respectively age-standardized, mortality rates 35 and 52%
higher than native white Americans of the same sex, btut in 1959-61 the rates were only slightly higher.
Leukaemias (Fig. 9) Male mortality rates in Poland were higher than in England and \Vales for age groups below 70 years, but were lower for older age groups, when Polish rates decreased, whereas those for England and Wales continued to rise.
Polish migrants had rates higher than those for Poland, perhaps withouit the decrease at old age (there were only 6 leukaemia deaths, however, among migrants aged 70 and over). 45 50 5 60 65 70 75 80 Considering the effects of time trends, of the differences in migrant selection, and of the dissimilarities of some of the risk levels prevailing in the host countries, it is not surprising that the present findings The increase in breast-cancer risk from the low levels in Poland to close to the higher levels in all 3 host countries is noteworthy. This transition was virtually complete in England and WVales and in Auis- Female lung-cancer mortality was higher in all the Polish migrant groups discussed than in Poland, being similar to levels in the host country in England and Wales,* whereas the levels were higher than those in the native-born in the U.S. In both sexes this difference diminished, but did not disappear when comparison was limited to U.S. metropolitan areas.
The relatively high leukaermia mortality of Polish-born male migrants to England and Wales reflects the higher risk in their country of origin. This explanation does not hold for lymphomas, mortality from which was significantly increased among these migrants, although low in Poland. A less consistent increase in leukaemia and lymphoma risk was found among Polishborn Americans, but in 1950 for both these cancers (both sexes) they ranked second or third highest, after migrants from the U.S.S.R., among the United States foreignborn (Haenszel, 1961) . The high incidence of these neoplasms in Jews is known and about 170o of Polish-born Americans reported Yiddislh as their mother tongue (Haenszel, 1961 U.S. Census of Population, 1960) : no similar data are available for England and Wales, but the percentage of Jews would probably be lower among Polish migrants there, and the increase in risk, particularly for lymphomas, among Polish migrants to England and WN'ales seems too large to be accounted for by the Jewish fraction.
From the data presented, it is impossible to tell to what extent the differences in risk between the various populations of Polish migran-ts are the effect of different environmental characteristics of their place of destination, of differing length of their residence there, or of different environment before leaving Poland. The effect of changes with time in cancer risk is also difficult to evaluate, but the follow-up of these migrants can provide information on these trends. As to the other factors, special studies of the habits, customs and environment of the migrants are required. The increasing importance of breast and prostate as well as intestinal-tract cancers indicates that priority should be given to studies covering characteristics possibly related to their aetiologv. 
